Objectives-To compare transitions from private households to institutions between 1971-81 and 1981-91 among elderly people and see whether (1) differentials in the risk ofinstitutionalisation changed and (2) whether the risk was higher in the second period. Design-Cross sequential analysis of data from the Office of National Statistics longitudinal study, a record linkage study which included individual level data from three national censuses, (1971, 1981, and 1991) In Britain, much of the rest of Europe, and in North America the number and proportion of very old people, who are most at risk of institutional residence, is growing rapidly. Institutional care is costly, and the question of how to fumd it has become a major issue of public debate and concern both for providers and older people and their relatives.' 2 While only a minority of older people live in institutions, in "older old" age groups this minority is a large one. In England and Wales in 1991, over a quarter of women aged 85 years and over lived in non-private households (the official term used to denote communal establishments, of whatever type).' For never-married women in this age group, well over a third of whom lived in non-private households, this was the second most common type of living arrangement (after living alone).4 Information on trends in institutionalisation, and on variations in the propensity to enter institutional care, is clearly needed for service planning and as a basis for identifying possible preventive interventions. It is also essential to have information on the extent of institutional residence to inform analyses of trends and differentials in the health status of the older population. Most surveys include only the population in private households-that is those who live "in the community" in ordinary households (of all tenure types). Prevalence studies based on the private household population alone underestimate the extent of health impairments in the total population as the unhealthiest are excluded; if the relative size of this excluded group changes in ways that are not allowed for the extent of bias in these estimates will also vary. Similarly analyses of differentials in health status may be biased. For example, some studies of marital status differentials in health status based on the private household population indicate that nevermarried women enjoy as good or even better health in older age groups than their married counterparts, a finding tentatively ascribed to their well developed social support networks.5 However, analyses of British data have shown that the apparent reduced health disadvantage of the never-married in older, compared with younger, age groups disappears when the total population, rather than the private household population alone, is considered.6
and see whether (1) differentials in the risk ofinstitutionalisation changed and (2) whether the risk was higher in the second period. Design-Cross sequential analysis of data from the Office of National Statistics longitudinal study, a record linkage study which included individual level data from three national censuses, (1971, 1981, and 1991) and linked vital registration data. Subjects-Altogether 26 400 people aged 65 and over in 1971-81 and 32 500 persons aged 65 and over in 1981-91. These samples represent 1% of the population of England and Wales. Results-In both periods models including age, housing tenure, and marital status or householdifamily type terms fitted the data reasonably well. The effect of age was stronger in the second decade, while that of marital status was reduced. The risk of transition to an institution was nearly 33-52% higher in the second decade after controlling for these factors. Conclusions-During the 1980s the availability of state financed institutional care increased substantially; a growth which the 1990 NHS and Community Care Act was designed to reverse. Increased access to institutional care undoubtedly is one factor underlying the higher transition rate to institutions observed in 1981-91 than for the previous decade. During 1981-91, transitions to live with relatives also declined substantially. It is not clear whether this simply represents the continuation of a previous trend or whether the increased availability of institutional care led to some substitution for family care. Either interpretation has worrying implications for policy makers keen to promote care in the community. In Britain, much of the rest of Europe, and in North America the number and proportion of very old people, who are most at risk of institutional residence, is growing rapidly. Institutional care is costly, and the question of how to fumd it has become a major issue of public debate and concern both for providers and older people and their relatives.' 2 While only a minority of older people live in institutions, in "older old" age groups this minority is a large one. In England and Wales in 1991, over a quarter of women aged 85 years and over lived in non-private households (the official term used to denote communal establishments, of whatever type).' For never-married women in this age group, well over a third of whom lived in non-private households, this was the second most common type of living arrangement (after living alone). 4 Information on trends in institutionalisation, and on variations in the propensity to enter institutional care, is clearly needed for service planning and as a basis for identifying possible preventive interventions. It is also essential to have information on the extent of institutional residence to inform analyses of trends and differentials in the health status of the older population. Most surveys include only the population in private households-that is those who live "in the community" in ordinary households (of all tenure types). Prevalence studies based on the private household population alone underestimate the extent of health impairments in the total population as the unhealthiest are excluded; if the relative size of this excluded group changes in ways that are not allowed for the extent of bias in these estimates will also vary. Similarly analyses of differentials in health status may be biased. For example, some studies of marital status differentials in health status based on the private household population indicate that nevermarried women enjoy as good or even better health in older age groups than their married counterparts, a finding tentatively ascribed to their well developed social support networks.5 However, analyses of British data have shown that the apparent reduced health disadvantage of the never-married in older, compared with younger, age groups disappears when the total population, rather than the private household population alone, is considered. 6 Changes in the proportion of older people living in non-private households (predominantly institutions of various kinds) have attracted some attention4 7-10 but most analysts of trends in the living arrangements of older people have focused principally on changes in the composition of the private household population; particularly the increase in solitary living and decrease in co-residence with kin other than the nuclear family which has been so notable in the developed world.' '' There is, however, a substantial amount of published information, predominantly from the United States, on the characteristics of the population in institutions and on differentials in transitions to institutions. In general, both cross sectional and longitudinal analyses have shown relationships between institutionalisation and demographic characteristics, such as age, sex, marital status, parity, and ethnicity; indicators of health status, such as functional disability and needs for assistance; and socioeconomic variables, such as income and education.. 8.22 As all these variables tend to be associated with each other, identifying the relative importance of each is complex and a number of studies have reported conflicting results on, for example, the effect of number of children on the risk of institutionalisation. 18 20 23-26 Results from cross sectional studies are also, in some cases, at variance with those from longitudinal ones as the former may reflect the effect on institutionalisation on, for example, income rather than a predisposing risk.22 [27] [28] [29] British research on variations and trends in institutionalisation is more restricted. The non-private household population is excluded from most regular government surveys, which leaves the census and the census based Office of National Statistics longitudinal study (LS) as the only national source, apart from one off surveys. Townsend and Wedderburn's pioneering work in the early 1960s suggested that poor housing was then a risk factor for entry to institutional care and showed that the nevermarried and childless widowed were over represented in institutions, as were men from unskilled manual occupational backgrounds.30 Since Those living with other kin (including siblings or never-married children) or non-relatives are described here as living in "complex" households. The very small proportion living in two family households has also been allocated to this category.
SAMPLE ATTRITION
The results presented here all come from the same study, but relate to separate, although overlapping, populations. The cross sectional data shown in figures 1 and 2 are based on all sample members present in the relevant census. Thus, those aged 85+ in 1991 include the survivors of those aged 75+ in 1981 (and 65+ in 1971) The fit of these models applied to data for women was less good for the whole data set and for the 1981-91 subset, although as for the male data the independent terms all produced significant falls in the deviance. In the case of women, age had a greater effect than marital status, while the converse was true for men. While interaction effects were negligible in the male data, the fit of the models applied to female data was slightly improved by the addition of an age.marital status interaction term and, in the case of the combined data, of age.period and period.marital status terms. However, while the addition of these interaction effects produced changes that were statis- tically significant, the associated parameter estimates were small (and less than twice their standard errors) and we preferred the more parsimonious models including just main effects.
The effect of these variables in different age and sex groups is shown more clearly in the odds ratios derived from the parameter estimates (B) odds ratio = epi, these, together with 95% confidence intervals are shown in table 4 for the selected main effects models including age, marital status, tenure and, where appropriate, the period indicator. It is clear that the risk associated with older age, which is substantial, was greater in the second decade. The unmarried, particularly the single, had very much higher risks of moving to an institution. As already noted, the influence of tenure was less marked, but still substantial Male tenants of privately rented accommodation in the first period had nearly twice the risk of institutionalisation as equivalent owner occupiers and a substantially elevated risk in the second period also. Local authority tenants also appear to be at a higher risk, although in the smaller male sample this difference was not statistically significant. One of the most interesting results of the analysis is the much higher odds of entry into an institution in 1981-91 compared with 1971-81. The second decade samples of men and women had respectively a 43% and 52% higher risk of transition from a private household between 1981-91 than between 1971-81. Overall, this paper shows that sociodemographic differentials in the risks of institutionalisation are substantial and that, allowing for these, these risks were higher 1981-91 than in 1971-81. This suggests some change in the threshold at which older people choose institutional care and/or a change in the choice of institutionalisation rather than family care. Such "choices" may of course be constrained by the willingness of relatives to provide care and the availability of domiciliary services. It is interesting that the extent of transitions to complex households declined so markedly in the same period. Moreover, the proportion of married people who moved to institutions, while much lower than that of people of other marital statuses, increased quite substantially between 1971-81 and 1981-91 with the result that odds ratios for the single and widowed/ divorced were slightly lower in the second decade. It seems highly probable that increases in the supply of institutional care and perverse incentives to choose this rather than care at home care are implicated in this shift from, rather than to, care in the community. The suggestion of a changing shift in the balance of institutional and family care is a worrying one for policy makers now employed in trying to promote care in the community. 
